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Great American Smokeout — 
November 17, 2005 


Approximately 20.9% of U.S. adults are current smok- 
ers (/), and an estimated 70% of smokers want to quit 
smoking (2). Since 1977, the American Cancer Society 
(ACS) has sponsored the Great American Smokeout each 
year on the third Thursday in November. Smokers are 
encouraged to quit for 24 hours straight in the hope they 
might quit permanently. 

Effective interventions for increasing cessation success 
rates include sustained media campaigns; price increases 
for tobacco products; increased insurance coverage for 
treatment; individual, group, or telephone counseling; and 
approved medications. Telephone quitlines are a cost- 
effective and accessible way to provide smokers with coun- 
seling about cessation strategies (3,4). The National 
Network of Quitlines, a collaborative effort of CDC, the 
National Cancer Institute, state quitlines, and the North 
American Quitline Consortium, maintains a national tele- 
phone number (800-QUIT-NOW) that links callers to 
free quitlines serving their areas. 

Information about the Great American Smokeout is 
available from ACS at telephone, 800-227-2345, or from 
a local ACS office. Information on smoking cessation is 
also available at http://smokefree.gov. 
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Cigarette Smoking Among Adults — 
United States, 2004 


One of the national health objectives for 2010 is to reduce 
the prevalence of cigarette smoking among adults to <12% 
(objective no. 27-1a) (/). To assess progress toward this objec 
tive, CDC analyzed self-reported data from the 2004 National 
Health Interview Survey (NHIS) sample adult core question 
naire. This report describes the results of that analysis, which 
indicated that, in 2004, approximately 20.9% of U.S. adults 
were current smokers. This prevalence is lower than the 21.6% 
prevalence among U.S. adults in 2003 and is significantly lower 
than the 22.5% prevalence among adults in 2002 (2). The 
prevalence of heavy smoking (>25 cigarettes per day) has also 
declined during the past 11 years, from 19.1% of smokers in 
1993 to 12.1% of smokers in 2004. Tobacco-use prevention 
and control measures appear to be decreasing both the preva 
lence of cigarette smoking and the proportion of heavy smok 
ers, who are at high risk for tobacco-related morbidity and 
mortality. However, to further decrease smoking prevalence 
among adults and to meet the national health objective, effec 
tive comprehensive tobacco-control programs that address 
both initiation and cessation of smoking should be fully imple 


mented in every state and territory. 
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The 2004 NHIS adult core questionnaire was administered 
by personal interview to a nationally representative sample 
(n = 31,326) of the noninstitutionalized U.S. civilian popula- 
tion aged >18 years; the overall survey response rate for the 
sample was 72.5%. Respondents were asked, “Have you 
smoked at least 100 cigarettes in your entire life?” and “Do 
you now smoke cigarettes every day, some days, or not at all?” 
Ever smokers were defined as those who reported having 
smoked >100 cigarettes during their lifetime. Current smok- 
ers were defined as those reporting having smoked >100 ciga- 
rettes during their lifetime and currently smoking every day 
or some days. Current smokers who reported that they smoked 
every day also reported the average number of cigarettes 
smoked per day. Former smokers were defined as those who 
reported smoking >100 cigarettes during their lifetime but 
who currently did not smoke. Data were adjusted for 
nonresponse and weighted to provide national estimates of 
cigarette smoking prevalence and the number of cigarettes 
smoked per day. Confidence intervals were calculated using 
statistical analysis software to account for the survey's multi- 
stage probability sample design. 

In 2004, an estimated 20.9% (44.5 million) of U.S. adults 
were current smokers; of these, 81.3% (36.1 million) smoked 
every day, and 18.7% (8.3 million) smoked some days. Among 
those who currently smoked every day, 40.5% (14.6 million) 


reported that they had stopped smoking for at least 1 day 


during the preceding 12 months because they were trying to 


quit. Among the estimated 42.4% (90.2 million) of persons 
who had ever smoked, 50.6% (45.6 million) were former 
smokers. 

lhe prevalence of current cigarette smoking varied substan- 
tially across population subgroups (Table). Current smoking 
was higher among men (23.4%) than women (18.5%). Among 
racial/ethnic populations, Asians (11.3%) and Hispanics 
(15.0%) had the lowest prevalence of current smoking; Ameri- 


can Indians/Alaska Natives had the highest prevalence 


2 ) 
{ 3.49 »] 2% 


3. 0), followed by non-Hispanic whites (22.2%) and non- 
Hispanic blacks (20.2%). By education level, current smok- 
ing prevalence was highest among adults who had earned a 
General Educational Development (GED) diploma (39.6%) 
and among those with a 9th—1 1th grade education (34.0%) 
and generally decreased with increasing years of education. 
Persons aged >65 years had the lowest prevalence of current 
cigarette smoking (8.8%) among all adults. Current smoking 
prevalence was higher among adults living below the poverty 
level (29.1%) than among those at or above the poverty level 
(20.6%). 

Hispanic (10.9%) and Asian (4.8%) women, women with 
less than an 8th-grade education (10.5%), women with 


undergraduate (10.1%) or graduate (8.1%) degrees, men with 
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TABLE. Percentage of persons aged >18 years who were 
current smokers,* by sex and selected characteristics — 
National Health Interview Survey, United States, 2004 


Men Women Total 
(n = 13,903) (n= 17,423) _(n=31,326) 
% (95% Cit) % (95% CI) % (95% Cl) 








Characteristic 





Race/Ethnicity§ 
White, non-Hispanic 24 (+1.1) 2 (+0.9) 22.2 (+0.8) 
Black, non-Hispanic 23 (+2.4) (+2.1) 20.2 (+1.7) 
Hispanic 8.9 (+1.9) 9 3) 15.0 (+1.2) 
American Indian 

Alaska Native‘ 7.3 (#12.1) c 4) (+8.3) 
Asian** B (+44) (+2.4) 

Educationtt ‘ 

0—12 yrs (no diploma) 

<8 yrs 

9-11 yrs 

12 yrs (no diploma) 
GEDS° diploma 
High school graduate 
Associate degree 
Some college 
Undergraduate degree 
Graduate degree 


Age group (yrs) 


4+ 


(+1.6) 
(+2.0) 
(+2.4) 
(+3.8) 
(+4.4) 
(+1.1) 
(+1.9) 
(+1.1) 
(+1.1) 
8.0 (+1.0) 


+ 


ow uv vi 

Bk pi enya 
+ 

WW NY 


no — 
an, cm, cme, See 
+ HH HH H 
— = =t G) = CN OD 
joe wounnn + 
— MM WN DY — 
C o-O—- 00 — 
~—- WO DM O WO UI MO 


on > 


+ 


(+2 
(+1 
(+1 
(+1 


23.6 (+2.0) 
23.8 (+1.0) 
22.4 (+1.0) 
8.8 (+0.8) 


NM WM 
oun ui 
“oh Ww 


Poverty status™ 

At or above 23.5 (+1.1) 7 (+0.9) 20.6 (+0.7) 
Below 31.9 (+3.3) 7 (+2.2) 29.1 (+2.0) 
Unknown 20.8 (+1.6) 74 (41.4) 19.0 (21.1) 
Total 23.4 (20.9) 18.5 (+0.7) 20.9 (20.6) 


* Persons who reported smoking >100 cigarettes during their lifetime and 
at the time of interview reported smoking every day or some days Ex- 
cludes 349 respondents whose smoking status was unknown 

' Confidence interval 

3 Excludes 332 respondents of unknown or multiple racial/ethnic category 
or whose racial/ethnic category was unknown 

‘| Wide variances in estimates reflect small sample sizes 

* Does not include native Hawaiians or other Pacific Islanders 

' Among persons aged >25 years. Excludes 345 persons whose educa- 
tion level was unknown 

33 General Educational Development 
Based on family income reported by respondents and 2003 poverty 
thresholds published by the U.S. Census Bureau 





graduate degrees (7.9%), men aged >65 years (9.8%), and 
women aged >65 years (8.1%) all had smoking prevalence 
rates below the national health objective of <12% (Table). 
From 1993 through 2004, the percentage of daily smokers 
who smoked >25 cigarettes per day (cpd) (i.e., heavy smok- 
ers) decreased steadily, from 19.1% to 12.1% (Figure). Dur- 
ing the same period, the percentage of daily smokers who 


smoked 1—4 cpd and 5—14 cpd increased, from 2.9% to 4.8% 


and from 20.6% to 28.4%, respectively. The mean number of 


cpd among daily smokers in 1993 was 19.6 (21.3 cpd for 
men and 17.8 cpd for women) and in 2004 was 16.8 (18.1 
cpd for men and 15.3 cpd for women). Among current smok- 
ers, the overall percentage of some-day smokers remained stable 


at approximately 18%-—19% during the same period. 


Reported by: F Maurice, MS, A Trosclair, MS, R Merritt, MA, 
R Caraballo, PhD, A Malarcher, PhD, C Husten, MD, T Pechacek 
PhD, Office on Smoking and Health, National Center for Chroni 
Disease Prevention and Health Promotion, CD( 

Editorial Note: The findings in this report indicate that ciga- 
rette smoking continues to decrease among U.S. adults over 
all. Nationally and in 34 states, Puerto Rico, and the U.S. 


Virgin Islands (3), the majority of adults who ever smoked 


have now quit smoking. However, the rate of decrease in ciga- 


rette smoking among adults is not sufficient to meet the 
national health objective for 2010, which is to reduce the preva- 
lence of cigarette smoking to <12%. Furthermore, although 
the decline in smoking has been observed nationally, smoking 
prevalence remains high among certain segments of the popu- 
lation. For example, in 2004, the smoking prevalence among 
persons with a GED diploma was approximately 40%, and 
approximately one in three persons with a 9th—11th grade 
education smoked. 

lhe findings in this report are subject to at least three limi- 
tations. First, estimates for cigarette smoking are based on self- 
reports and are not validated by biochemical tests. However, 
self-reported data on current smoking status have high valid- 
ity (4). Second, the NHIS questionnaire is administered only 
in English and Spanish, which might result in imprecise esti- 
mates of smoking prevalence for racial/ethnic populations 
unable to respond to the survey because of language barriers. 
Finally, the small sample sizes in NHIS for certain population 
subgroups (e.g., Asians and American Indians/Alaska Natives) 
result in unstable single-year estimates for those groups. 

In addition to the reduction in smoking prevalence in the 
adult U.S. population, the number of cigarettes smoked by 
daily smokers and the proportion of adults who were heavy 
smokers have also declined during the past 11 years. This study 
did not assess what proportion of the decline in the preva- 
lence of heavy smokers was attributable to 1) smokers reduc- 
ing their number of cigarettes per day, 2) smokers quitting, or 
3) changes in cohorts of smokers over time in terms of their 
cigarette consumption. A recent longitudinal study in 
Denmark reported that smokers who reduced their smoking 
from an average of 20 to 10 cpd during a S—10 year interval 
reduced their lung cancer risk by 25% (5). The risk for lung 
cancer declines steadily in persons who quit smoking. After 
10 years of abstinence, the risk for lung cancer is approxi- 
mately 30%-—50% of the risk for continuing smokers (6). 
After 15 years of abstinence, the risk for coronary heart dis- 
ease is similar to that of persons who have never smoked (7). 
Reduced consumption has not, however, reduced the risk for 
other diseases with substantial public health burdens, such as 
chronic obstructive pulmonary disease and coronary heart 
disease (6); in addition, some long-term studies have failed to 


show a decrease in overall mortality after cigarette reduction (8). 
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FIGURE. Percentage of daily* and some-dayt smokers among persons aged >18 years, by number of cigarettes smoked per day 
and year — National Health Interview Survey, United States, 1993-2004 
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, , 
No level of tobacco use is safe; the best option for any smoke 7. CDC. Best practices for comprehensive tobacco control programs 
is to quit completely (6). Effective smoking cessation inter Aclanta, GA: US Department of Health and Human Services, CD¢ 
| J 1999 
ventions are available, including brief clinical counseling, phar 
. ‘ 8. Godtfredsen NS, Holst Prescott E, Vestbo J], Osler M. Smoking 


reduction, smoking cessation, and mortality: a 16-year follow up ol 


macother ipy, and State quitlines (available by telephone, 
800-QUIT NOW). ¢ omprehensive tobacco-control programs 19,732 men and women from The Copenhagen Centre for Prospective 
Population Studies. Am |] Epidemiol 2002;156:994—1001 


j 


must be fully implemented in every state and territory to ; 
). Task Force on Community Preventive Services. The guide to commu 


] ! 
accelerate the reduction in smoking prevalence among U.S. 


nity preventive servi co use prevention and control. Am J Prev 


adults and decre iSC the public health burden of smoking Med 2001:20(2 Supry 


related disease "9 
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After stagnating in the early 1990s, cigarette smoking preva- 
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Behavioral Risk Factor Surveillance System (BRFSS). This 
report summarizes the results of that analysis, which indicated 
substantial variation in current cigarette smoking prevalence 
among 49 states, the District of Columbia (DC), Puerto Rico 
(PR), and the U.S. Virgin Islands (USVI) (range: 9.5%- 


27.6%). In 44 states, DC, PR, and USVI, the majority of 


persons had never smoked. In 34 states, PR, and USVI, more 
than 50% of ever smokers had quit smoking. Effective, com- 
prehensive tobacco-use prevention and control programs 
should be continued and expanded to further reduce initia- 
tion among young persons and to ensure that smokers have 
access to effective smoking-cessation services, including 
proactive telephone quitline counseling (2,.3). 

BRFSS is a state-based, random-digit—dialed, telephone 
health survey of the noninstitutionalized, civilian U.S. popu- 
lation aged >18 years. Estimates were weighted by age and sex 
distributions of each state/area population, and 95% confi- 
dence intervals were calculated using statistical analysis soft- 
ware. Because BRFSS data are state-specific, median 
prevalences are reported instead of national averages. The 
median response rate across 49 states and DC was 52.7% 
(range: 32.2% [New Jersey]—66.6% [Nebraska]). 

Respondents were asked, “Have you smoked at least 100 
cigarettes in your entire life?” and “Do you now smoke ciga- 
rettes every day, some days, or not at all?” Ever smokers were 
defined as those who reported having smoked >100 cigarettes 
during their lifetime. Current smokers were defined as those 
who reported having smoked >100 cigarettes during their life- 
time and who currently smoked every day or some days. Never 
smokers were defined as those who reported not having smoked 
>100 cigarettes during their lifetime. Former smokers were 
defined as those who reported having smoked >100 cigarettes 
during their lifetime and who currently did not smoke at all. 
lhe percentage of ever smokers who had quit smoking was 
calculated by dividing the number of former smokers by the 


number of ever smokers. 


Current Cigarette Smoking Prevalence 

In 2004, the median adult smoking prevalence among 49 
states and DC was 20.9%, with a nearly three-fold difference 
between the lowest and highest prevalence (range: 10.5% 
[Utah]—27.6% [Kentucky]) (Table 1). Current smoking preva- 
lence was highest in Kentucky (27.6%), West Virginia 
(26.9%), Oklahoma (26.1%), and Tennessee (26.1%), and 
was lowest in Utah (10.5%), California (14.8%), and Idaho 
(17.5%). Smoking prevalence was 9.5% in USVI and 12.7% 
in PR. Men generally had a higher smoking prevalence 


2¢ 


(median: 23.2% [range: 11.7%-29.3%]) than women 


(median: 19.2% [range: 9.4%-—26.4%]) in 49 states and DC. 


Never Cigarette Smoking Prevalence 


In 2004, the median adult never smoking prevalence among 


49 states and DC was 54.6% (Table 2). Never smoking preva- 
lence was highest in Utah (73.7%) and California (61.1%) 
7%) and West Virginia (48.0%). 
Never smoking prevalence was 72.2% in PR and 80.5% in 


and lowest in Maine (47 


USVI. Women had a higher never smoking prevalence 
(median: 59.5% [range: 52.1%-—78.9%]) than men (median: 
48.4% |range: 41.3%-—G68.4%)]). 


Percentage of Ever Smokers Who Have 
Quit Smoking 

In 2004, the median percentage of adult ever smokers who 
had quit among 49 states and DC was 52.4% (Table 2). 
Among all states/areas surveyed, 36 had percentages of ever 
smokers who had quit at >50%. Four states had percentages 
of ever smokers who had quit at >60%: Connecticut (62.5%), 
California (62.0%), Vermont (60.5%), and Utah (60.1%). 
The five states with the lowest percentages of ever smokers 
who had quit were Kentucky (42.5%), Mississippi (44.0%), 
Alabama (45.6%), Louisiana (45.9%), and Tennessee (45.9%). 
Reported by: NV Kuiper, MPH, A Malarcher, PhD, ] Bombard, MSPH, 
FE Maurice, MS, K Jackson, MSPH, Office on Smoking and Health, 
National Center for Chronic Disease Prevention and Health Promotion, 


CD( 


Editorial Note: One of the Healthy People 2010 objectives 
(objective no. 27-1la) is to reduce cigarette smoking preva- 
lence to <12% (4). As of 2004, Utah and USVI achieved this 
goal in the population overall and among both men and 
women; California women also achieved this goal. The find- 
ings in this report indicate that in the majority of states, most 
adults have never been smokers and, among those who have 
ever smoked, the majority have quit. However, the rate of 
decline in current smoking is not rapid enough for most states 
to achieve the 2010 objective. Comprehensive tobacco- 
control programs are effective in preventing and reducing to- 
bacco use, and the more funds states spend on such programs, 
the greater the reduction in smoking (5). Many states have 
reduced funding in recent years, and only four states 
(Colorado, Delaware, Maine, and Mississippi) funded their 
programs in fiscal year 2005 at even the minimum levels 
recommended by CDC (3,6). 

lhe findings in this report are subject to at least three limi- 
tations. First, BRFSS does not survey persons in households 
without telephones, a population that might be more likely 
to smoke (7). BRFSS estimates that 97.6% of the U.S. popu- 
lation had telephones in 2003; however, noncoverage ranged 
from 1.1% in Connecticut and New Hampshire to 6.6% in 


Mississippi and 23.8% in Puerto Rico (8). Second, estimates 
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TABLE 1. Prevalence of current cigarette smoking among TABLE 2. Prevalence of never* smoking cigarettes and 

adults,* by state/area and sex — Behavioral Risk Factor percentage of ever smokers who have quitt among adults, by 

Surveillance System, 49 states,t District of Columbia, Puerto state/area — Behavioral Risk Factor Surveillance System, 

Rico, and the U.S. Virgin Islands, 2004 49 states,§ District of Columbia, Puerto Rico, and the U.S. 
Men Women Total Virgin Islands, 2004 


State/Area % (95% CIS) % (95% CI) % (95% Cl) Prevalence of never Percentage of ever 
hieieeaee 29 ( 13.0) 212 (41.9) 249 (41.8) smoking cigarettes smokers who have quit 
Alaska 1 (436 23.3 (43.0) 249 (42.4) State/Area % (95% CI") % (95% Cl) 
Arizona 197 (438 17 2.4) 18.6 (+2.2) Alabama (+2.0) 45.6 (+2.9) 
2 4 ~ 24 25.7 (+1.7) Alaska (+2.8) 49.1 (+3.9) 
14.8 (+1.3) Arizona (+2.7) 56.7 (+4.1) 
20.1 (+1.5) Arkansas 8) 48.9 (+2.6) 
18.1 (+1.3) California 1.8) 62.0 (+2.8) 
24.5 (+1.9) Colorado 8) 54.9 (+2.7) 
(+2.1) Connecticut 5) 62.5 (+2.2) 
(+1.5) Delaware 2.1) (+3.1) 
(+1.6) District of Columbia 3) (+3.6) 
(+1.3) Florida (+2.5) 
(+1.6) Georgia (+2.9) 
(+1.2) }cano (+2.6) 
(+1.4) Iilinois (+2.8) 
(+1.0) indiana (+2.0) 
(+1.8) lowa (+2.5) 
(41.1) Kansas (+1.9) 
(+1.7) Kentucky ( 
(+1.7) Louisiana 
(+1.2) Maine 
(+1.5) 
(+1.4) 
(+1.5) 
(+1.7) 
(+1.5) 
(+1.2) 
(+2.2) 
(+1.4) 
(+0.9) 
(+1.3) 
(+1.3) 
(+0.9) w York 
(+1.7) North Carolina 
(+2.2) 
(+1.3) 
(+1.4) 
(+1.3) 
(+1.7) 
(+1.3) Rhode Island 
(+1.3) South Carolina 
(+1.9) South Dakota 
(+1.3) 
(+1.0) 
(+1.2) 
(+1.5) 
(+0.8) 
(+1.8) Washington 
(+1.5) West Virginia 
(+1.5) Wisconsin 
— Wyoming 
(+1.4) Median 
(+1.4) Puerto Rico 
U.S. Virgin Islands 
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for cigarette smoking are based on self-reports and are not 
validated by biochemical tests. However, self-reported data 
on current smoking status have high validity (7). Third, the 
median response rate was 52.7% (range: 32.2%-66.6%); lower 
response rates indicate a potential for response bias. However, 
BRFSS estimates for current cigarette smoking are generally 
comparable with smoking estimates from other surveys with 
higher response rates (7). Moreover, evidence suggests that 
telephone surveys with low response rates might not contain 
differential response bias compared with those with higher 
response rates (9). 

In more than half of states, the majority of ever smokers 
have quit smoking; however, for every smoker who success- 
fully quits each year, many more make attempts but do not 
succeed (/0). Tobacco dependence is a chronic condition that 
often requires repeated intervention (/0). Patients who are 
willing to quit should be provided with effective interven- 
tions, including brief interventions by clinicians at every 
patient visit (i.e., the five “A”s: ask about tobacco use, advise 
to quit, assess willingness to make a quit attempt, assist in the 
quit attempt, and arrange for follow-up) and pharmacothera- 
pies for smoking cessation, including bupropion (sustained 
release), nicotine gum, nicotine inhaler, nicotine lozenge, nico- 
tine nasal spray, and nicotine patch (/0). Patients who are not 
ready to quit should be provided messages to increase the 
motivation to quit (/0). 

Although minimal clinical interventions (i.e., those lasting 
<3 minutes) increase overall tobacco cessation rates, a strong 
dose-response relation has been demonstrated between ses- 
sion length and successful cessation (/0). Proactive telephone 
counseling is effective in increasing successful cessation and 
can reach substantial numbers of tobacco users. In November 
2004, CDC, in partnership with the National Cancer Insti- 
tute Cancer Information Service (NCI/CIS), created a new 
national network of quitlines. Through the network, states 
received funding as part of CDC’s National Tobacco Control 
Program either to establish a quitline or to enhance existing 
quitline services, in addition to training and technical assis- 
tance from the North American Quitline Consortium. A 
national telephone number sponsored by NCI/CIS (800- 
QUIT-NOW) links callers to the free quitline serving the area 
where they live and is designed to ensure that proactive coun- 
seling services are available to all smokers who want to quit. 
These cessation interventions, combined with other elements 
of comprehensive programs, such as creating smoke-free 
worksites and public places, increasing tobacco excise taxes, 
implementing countermarketing campaigns, and increasing 
insurance coverage for tobacco-use treatment, all work to 
encourage cessation and prevent initiation (2,3). Implement- 


ing comprehensive state tobacco-control programs at 


CDC-recommended funding levels (3) should accelerate 
progress in reducing tobacco use. 
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Outbreak of Mesotherapy- 
Associated Skin Reactions — 
District of Columbia Area, 
January-February 2005 


Mesotherapy is a treatment involving local subcutaneous 
injections of minute quantities of various substances (e.g., 
vitamins or plant extracts) for cosmetic purposes (e.g., fat and 
wrinkle reduction or body contouring) or relief of muscu- 
loskeletal pain. In February 2005, the Virginia Department 
of Health and CDC were notified of a cluster of skin reac- 
tions unresponsive to antimicrobial therapy among patients 
who had been administered mesotherapy by an unlicensed 
practitioner in the District of Columbia (DC) area. This 
report 1) summarizes the subsequent investigation by CDC 
and state and local health departments in Virginia, Maryland, 
and DC, which identified prolonged skin reactions in 14 
patients, and 2) provides recommendations for practices 
related to mesotherapy. Patients should accept medical therapy 


only from licensed practitioners and should not permit 








1128 MMWR 


November 11, 2005 





injection of substances that have not been approved by the 
Food and Drug Administration (FDA)*. Licensed practitio- 
ners should follow safe-injection practices when practicing 
mesotherapy and patients should observe that safe-injection 
practices are followed. 

During January—February 2005, an infectious diseases phy- 
sician reported visits by several patients with skin reactions at 
the sites on their bodies where they had received mesotherapy 
injections. The injections had been administered in a private 
home by a person who told patients he was a physician from 
Colombia. When no diagnosis could be made and the lesions 
failed to respond to standard antimicrobial therapy, the phy- 
sician sought assistance from the Virginia Department of 
Health and CDC. Because the patients said they knew of oth- 
ers with similar skin reactions after mesotherapy injections 
from the same practitioner, a joint press release was issued by 
the health departments of DC, Maryland, and Virginia, ask- 
ing that any person who had received injections from the prac 
titioner call a designated hotline 

[wenty persons were interviewed by respective state and 
local health departments in Virginia and DC regarding their 
experiences with the practitioner. Sixteen (60%) patients 
reported reactions at one or more sites of injection. Fourteen 
patients reported prolonged (i.e., lasting >3 days) skin reac 
tions consistent with the case definition. The majority of 


] 


iW 1 
patients had reaness and swelling, and certain patients had 


drainage or ulceration at the sites of mesotherapy injections 
, 1 1 j 
received during October-November 2004; a total of 11 had 


persistent lesions at the time of interview, 10-16 weeks after 
their injections. All 14 patients with conditions consistent with 


. : ; 
the case definition were female; median age was 41 years (range: 


18—63 years). Reactions occurred primarily on the torso and 


} | 1 
regs; no reaction occurred in even thougn SsIx 


patients had received facial injections. Fourteen patients 
reported breaches in safe-injection practices by the practitio 


ner, including 1) failure to practice hand hygiene, 2) failure to 
1 , } ] 
prepare the skin with an antiseptic, 3) failure to wipe vials 


with alcohol before injection, and 4 to weal cloves. 


: “ges 
Of 11 patients who could recall, all reported use of a new 
} 
i 


needle; however, nine patients reporte¢ use of a multidose 


f 
vial. Patients reported being told their injections contained 


plant extracts from artichoke and 


various substances (e.g. 
thuja, liquid “graphites,” and procaine). With the exception 
of procaine, none of the substances reported by patients have 


been approved ror subcutaneous injection by the I DA. 





Lesion aspirates from seven patients were cultured for 
mycobacteria at the Virginia Division of Consolidated Labo- 
ratory Services; culture sensitivity was limited by small speci- 
men volume. To maximize mycobacterial recovery and preserve 
viability of aerobic actinomycetes, specimens were processed 
without decontamination. In addition, cultures included 
media to support growth of Mycobacterium haemophilum and 
were incubated at both 86°F (30°C) and 98.6 F (37°C). One 
specimen grew three colonies of M. chelonae; specimens from 
the other six patients had no growth at 12 weeks. Aspirates 
from four patients had sufficient volume for bacterial and fun- 
gal cultures, but no growth was detected. Histopathologic 
examination of four biopsy samples was performed at CDC. 
Some samples had evidence of fat necrosis and inflammation 
in subcutaneous tissues, but special stains did not detect 
bacteria, fungi, or mycobacteria in any sample. 

At the time of the investigation, none of the vials of 
injected substances could be obtained for analysis, and the 
practitioner could not be reached for questioning. Patients 
reported that the practitioner told them he had traveled back 
and forth from Colombia to provide mesotherapy to more 
than 100 patients in Florida, New York, New Jersey, and the 
DC area. However, the practitioner was not licensed to prac- 
tice medicine in DC, Maryland, or Virginia. FDA is conduct- 
ing an investigation with assistance from Virginia authorities. 
Reported by: W Furlong, MD, Arlington, Virginia; BA Cunanan, 


, 7 


{rlington County Public Health Div; LA Weymouth, PhD, D(ABMM), 
JL Pearson, DrPH, Vi ia Div of Consolidated Laboratory Svcs; 
DC Sockwell, MSPH, SR Jenk VMD, ] Marr, MD, M lipple, MD, 
Virginia Dept of Health. DD Shah, MPH, D Blythe, MD, Maryland 
Dept of Health and Mental Hygiene. GR Lum, MPH, AC Glymph, 
VPH, JO Davies-Cole, PhD, District of Columbia Dept of Health. 
1 Srinivasan, MD, Div of Healthcare Qualih Promotion, National 
Center for Infectious Diseases, E Meites, RH Sunenshine, MD, EIS 


Officer, CD( 


Editorial Note: The findings from this investigation deter- 
mined that 14 women had prolonged skin reactions after 
mesotherapy injections of non-FDA—approved products 
administered by an unlicensed practitioner in the DC area. 
Cause of the reactions is unknown. Both infectious and non- 
infectious complications of mesotherapy have been described 
prey iously; however, injection-site infections with 
nontuberculous mycobacteria were the problem reported most 
commonly (/—5). In this investigation, clinical findings of 
prolonged skin reactions that were unresponsive to antimi- 
crobial therapy and histopathology were consistent with 
nontuberculous mycobacterial infection in almost all cases; 
however, only one sample grew colonies of M. chelonae. Inad- 
equate aseptic measures have been cited as the most likely 


cause of mesotherapy-related infections (/,2), and multiple 
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breaches in safe-injection practices were reported by the 
majority of patients in this investigation. These lapses increased 
the risk for infectious complications. 

The histopathology in these cases also is consistent with a 
chemical or allergic reaction, and certain substances (e.g., cos- 
metic fillers and a mixture of aminophilline, xantinol nicoti- 


nate, and lidocaine) have been reported to cause reactions 


following mesotherapy injections (5,6). Investigators could 


not fully assess the potential for chemical or allergic reactions 
in these cases because injected materials were not available for 
testing. 

Mesotherapy has been practiced extensively in Europe since 
1945 and in South America since 1986 (7) and appears to be 
gaining in popularity in the United States (8). Laws govern- 
ing who may provide the injections and what may be injected 
vary by country. In 2003, the Brazilian government banned 
the use of phosphatidylcholine in mesotherapy injections for 
cosmetic fat reduction because of safety concerns and the lack 
of efficacy (8,9). The practice had become so common in Brazil 
that lay persons in nonmedical locations such as gyms and 
beauty salons were administering the injections (9). In the 
United States, laws governing medical procedures vary by state; 
however, in Virginia, mesotherapy is considered a medical 
procedure that must be practiced by a licensed provider. To 
minimize the risk for infectious complications from 
mesotherapy, providers should adhere to recommended stan- 
dard precautions, follow safe-injection practices with appro- 
priate aseptic techniques (Box), and inject only FDA-approved 
products that are prepared following guidelines to ensure 
sterility, as described in the FDA’s good manufacturing 
practices (/0). 
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BOX. Infection-control and safe-injection practices 





Injections 

* Inject only substances approved by the Food and Drug 
Administration.” 
Use a sterile, single-use, disposable needle and syringe 
for each patient and discard intact in an appropriate 
sharps container after use. 
Use single-dose medication vials, prefilled syringes, and 
ampules when possible. 
Do not administer medications from single-dose vials 
to multiple patients or combine leftover contents for 
later use. 
If multiple-dose vials are used, restrict them to a cen- 
tralized medication area or for single-patient use. Never 
reenter a vial with a needle or syringe used on one 
patient if that vial will be used to withdraw medication 
for another patient. Store vials in accordance with 
manufacturer's recommendations and discard if steril- 
ity is compromised. 
Do not use bags or bottles of intravenous solution as a 
common source of supply for multiple patients. 
Use aseptic techniques to avoid contamination of 
sterile injection equipment and medications. 

Patient-care equipment 

* Handle patient-care equipment, including medications 
that might be contaminated with blood or body fluids, 
in a manner that prevents skin and mucous membrane 
exposures, contamination of clothing, and transfer of 
microorganisms to other patients and surfaces. 
Evaluate equipment and devices for potential cross- 
contamination of blood and body fluids. Establish pro- 
cedures for safe handling during and after use, includ- 
ing cleaning and disinfection or sterilization as indicated. 

Work environment 

* Dispose of used syringes and needles at the point of use 
in a sharps container that is puncture-resistant and leak- 
proof and that can be sealed before completely full. 

¢ Maintain physical separation between clean and con- 
taminated equipment and supplies. 

¢ Clean and disinfect equipment and surfaces after use in 
accordance with recommended guidelines. 

Hand hygiene and gloves 

¢ Perform proper hand hygiene (e.g., hand washing with 
soap and water or use of an alcohol-based hand rub) 
before preparing and administering an injection, before 
and after donning gloves, and between patients. 

¢ Wear gloves for procedures that might involve contact 
with blood and change gloves between patients. 





* Center for Drug Evaluation and Research, Food and Drug Administration. 
Index to drug-specific information. Available at http://www.fda.gov/cder 
drug/drugsafety/drugindex.hum. 
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Prevalence of Receiving Multiple 
Preventive-Care Services 
Among Adults with Diabetes — 
United States, 2002-2004 


An estimated 


of the U.S popul ition has diabetes; how 


ever, only 70% of these persons have had the disease diag 


nosed (/). Recommended preventive-care services such as 


| 1 
innual foot and ey Xaminations can prevent Ol dk lay ampu 


ae 
tation and blindness (2,4) 


Measurement ol glycosylated 
hemoglobin (A1C) two or more times per year is important 
for glycemic control and diabetes management (3,4). Three 
national health objectives for 2010 are to increase the propo! 


tion of adults with diabetes who have an annual dilated eye 
in annual foot 
ind AIC mea 


surements at least twice each year jective no. 5-12; target 


examination (objective n 13; target: 75% 


Kamination (objective n | target: />’ 


YOY ) » determine the percentas f U.S. adults with 


diabetes rece ny Cach OF se Ul C I ventive-care § 


ind the percentage receiving all three \ Ss, ( 
data trom Behaviora e System 


1)? { | 


, , 
surveys fo! i his report summarizes the 1 


that analysis determined that four in 10 | adults 


vith diabetes rey 


1] | 
ul three preventive-care sel 


, 
vices; person ind current 


smokers were icast likely to recely preventive-Care 


t 


SeTVICeS Incre ised underst indir Y irri Sto receiving mul 


’ . . ] enene ] cae . 
tiple preventive-care services and continued interventions to 


ensure their delivery can improve the health status of persons 


] 1 
with diabetes. 
; 
BRESS is an ongoing, state-based, random-digit—dialed 
telephone survey of noninstitutionalized civilian adults aged 


18 years. Median response rates among the state surveys were 
58.3% (range: 42.2 80.5° in 2002, 53.2% (range: 
34.4%—-80.5%) in 2003, and 52.7% (range: 32.2%-66.6% 


1 


in 2004. Persons with diabetes were defined as respondents 


who answered “yes” to the core question, “Has a doctor evet 


told you that you have diabetes?” Those with prediabetes ot 


borderline diabetes and women who were told they had dia- 
betes but only during pregnancy were classified as not having 
diabetes. Among persons with diabetes, 70% responded to 
the following three diabetes module questions and were 
included in the analyses: “When was the last time you had an 
eye exam in which the pupils were dilated?” , “About how 
many times in the last year has a health professional checked 
your feet for any sores or irritations?” (persons who indicated 
having bilateral amputations were not asked this question), 
and “About how many times in the last year has a doctor, 
nurse, or other health professional checked you for glycated 
hemoglobin or hemoglobin Alc?” Those who reported one 
or more eye examinations, one or more foot examinations, 
and two or more AIC tests during the preceding year were 
defined as having received multiple preventive-care services. 
Data were available from 47 states and Puerto Rico for the 
analysis. Persons with missing data and areas with <2 years of 
data were excluded from the analysis. 

Data were weighted to reflect the age, sex, and racial/ethnic 
distribution of noninstitutionalized U.S. adults, and all esti- 
mates were age-adjusted to the 2000 U.S. adult population. 
T-tests were used to determine statistically significant differ- 
ences between groups and populations. Multiple logistic 
regression analysis was used to determine whether selected char- 
acteristics (e.g., age, race/ethnicity, income, and health insur- 
ance) were associated significantly with receipt of multiple 
preventive-care services. 

Of 807,771 survey respondents, 65,441 reported diabetes. 
Among those responding, the overall age-adjusted weighted 
prevalence of those receiving multiple preventive-care services 
was 39.5% (Table 1), ranging from 20.7% in Puerto Rico to 
64.0% in Hawaii (median: 44.7%) (Table 2). The following 
six states/areas reported prevalence of >50% for receipt of 
multiple preventive-care services: Hawaii (64.0%), New 


2 


Hampshire (56.7%), Minnesota (55.3%), Massachusetts 


20) 


(54.3%), South Dakota (52.1%), and Wisconsin (50.3%) 
\ lable 2). 

Prevalence of receiving multiple preventive-care services was 
significantly lower (p<0.001) among persons aged 18—44 years 
than among those aged >45 years, lower among Hispanics 
than non-Hispanic whites, and lower among current smokers 
than among nonsmokers or former smokers (Table 1). Preva- 
lence was significantly higher (p<0.001) among persons with 
the following characteristics: having more than a high school 
education, annual income of >$50,000, duration of diabetes 
of >4 years, insulin use, receiving diabetes-management edu- 
cation, and having health insurance coverage (Table 1). 

Multivariate analyses determined that the following charac- 
teristics were significantly associated with the likelihood of 


receiving multiple preventive-care services: aged >75 years 
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TABLE 1 Age-adjusted prevalence’ of receiving multiple preventive-care servicest among adults aged >18 years with diabetes, by 
selected characteristics — Behavioral Risk Factor Surveillance System, United States,§ 2002-2004 


Characteristic % (95% Ci") 


(42.3-44.2) 
(38.2-40.8) 





p-value** OR" (95% Cl) 





Crude total 43.2 
Age-adjusted total 39.5 
Age group (yrs) 
18—448§ 34.9 
45-64 43.2 
65-74 48.6 
>75 46.0 


(32.5-37.2) 
(41.8—44.5) 
(46.7-50.5) 
(43.6—48.4) 
Sex 
Men 38.9 
Women§$§ 40.0 
Race/Ethnicity 
White, non-HispanicS$ 40.8 
Black, non-Hispanic 44.3 
Hispanic 33.3 
Education level 
<High school8§ 32.7 
High school 36.8 
>High school 43.5 
Annual income 
<$25,00088 36.3 
$25,000-49,999 39.1 
>$50,000 45.3 
Marital status 
Married/CohabitatingS$ 40.4 
Widowed/Divorced/Separated 36.1 
Never married 40.9 
Years with diabetes 
0-488 32.9 
5-9 38.8 
10-19 45.8 
>20 53.7 
Insulin use 
Yes 54.2 
NoS§ 33.4 
Current smoking 
Yes 34.0 
NoSS 41.0 
Diabetes-management education 
Yes 47.7 
NoSS 28.2 
Health insurance coverage 
Yes 42.4 (40.9-43.9) <0.001 1.9 
Noss 25.9 (22.8-28.9) 
* Age-adjusted for persons aged 18-44, 45-64, 65-74, and >75 years, on the basis of the 2000 U.S. standard population. 
T Receiving one or more eye examinations, one or more foot examinations, and two or more glycosylated hemoglobin (A1C) tests during the preceding year 
were defined as having received multiple preventive-care services 
S Excludes Guam, U.S. Virgin Islands, and states/areas with <2 years of data 
‘| Confidence interval 
** T-test for difference from reference group 
tT Odds ratio 
S$ Referent for characteristic 


(36.9-40.9) 
(38.3-41.8) 


(39.3-42.2) 
(41.1-47.4) 
(29.0—37.4) 


(28.1-—37.3) 
(34.6—38.9) 
(41.8-45.2) 


(34.0-—38.6) 
(36.9-41.2) 
(42.7—48.0) 


(38.6—42.1) 
(33.6-—38.6) (0.8-1 
(37.4—44.3) : (0.8-1 


(30.9-34.9) 
(36.2—41.4) 
(42.7—48.9) 
(49.8-57.5) 


(1.1-1.3) 
(1.3-1.6) 
(1.2-1.6) 


(51.8-56.6) 
(31.8-34.9) 


(1.5—1.9) 


(31.4—36.6) 
(39.4-42.6) 


(0.7-0.9) 


(45.9-49.5) 
(26.5—30.0) 


(1.7—2.0) 





(odds ratio [OR] = 1.6), non-Hispanic black (OR = 1.3), more 
than a high school education (OR = 1.2), duration of diabe- 
tes of 10-19 years (OR = 1.5), insulin use (OR = 1.7), receiv- 


ing diabetes-management education (OR = 1.9), and having 
health insurance coverage (OR = 1.9) (Table 1). Current 


smoking (OR = 0.8) was negatively associated with receiving 
multiple preventive-care services. 

Reported by: Q Mukhtar, PhD, L Pan, MD, L Jack Jr, PhD, 
DL Murphy, MPH, Div of Diabetes Translation, National Center for 
Chronic Disease Prevention and Health Promotion, CDC. 








1132 MMWR November 11, 2005 





TABLE 2. Age-adjusted prevalence’ of receiving individual and multiple preventive-care servicest among adults aged >18 years 
with diabetes, by state/areaS — Behavioral Risk Factor Surveillance System, United States, 2002-2004 


Annual eye Annual foot >2 AIC tests Multiple preventive- 
examination examination per year" care services 


State/Area (95% Ci**) % (95% Cl) Y (95% Cl) % (95% Cl) 


Alabama 68.1 (64.3—71.8) 68.8 (65.0-—72.6) (70.4—77.8) 41.1. (37.0—45.2) 
Alaska 3.3 55.8-70.8) 61.9 (54.5-69.3) (58.4—-73.1) 35.7 (28.0—43.5) 
Arizona 65.( 59.0-70.9) 64.4 (58.6—70.2) (66.0—77.8) 41.9 (35.7-48.1) 
Arkansas 5 8-65.2) 57.8 (54.1-61.6) (66.9-—74.4) 32.1 (28.4—35.8) 
California 57.4 2.9-61.° 59.1 (54.7-63.5) (55.3-64.6) 34.7 (30.3-39.1) 
Colorado 55.6 (60.7—70.4) 74.1 (69.9-78.2) (67.5-76.7) 45.1 (40.1-50.2) 
Connecticut d 70.9-78.5 71.9 (68.0-—75.9) 5 (72.9-80.7) 49.6 (45.0-—54.2) 
Delaware 74.5 (70.0—79.0 9.6 (76.1-—83.2) (65.1-74.7) 49.7 (44.6—54.8) 




















District of Columbia — — — 

Florida 74.1 (70.5-77.7 7.8 (64.0—71.7) (64.8—73.5) 45.1 (40.4—49.7) 
3e0r( 5 / (68.1-—74.7) (66.7-—74.1) 43.0 (39.0—47.0) 
Hawaii 9. (74.6-84.3 83.3 (79.2-87.4) (82.7-90.2) 64.0 (58.3-69.8) 
Idaho 57. 53 32.1) 62.6 (58.6-66.7) (58.1-66.8) 32.1 (28.0—36.2) 


Ilinois —_ —_ — 


(66.5-72.4) ] (68.3-74.5) 38.8 (35.5-42.1) 
(65.4-74.0) (74.4—81.8) 49.3 (44.7-53.9) 
(63.9-72.7) 77.3) 44.3 (39.3-—49.3) 
59.1-66.2) —75.1) 39.9 (36.2—43.7) 
(68.5-74.7) 5 6) 42.2 (38.4—46.1) 
Viaine 2 (73.2-81.8) 74.7 79.6) 48.4 (43.1-53.6) 
Maryland 16. 380.6) 70.0—78.3) 9 49.6 (44.7-54.5) 
Massachusetts rs 3.4-81.7 5.8 (72.9-80.7) (72.0—80.2) 54.3 (49.1-59.5) 
Michigan Pan 
(50.6—60.1) 
(32.9-—41.7) 
(38.5—49.4) 
(40.2—50.3) 
(39.6—50.9) 
(25.9-38.2) 
(52.5—60.8) 
(39.7-—47.5) 
(44.9-53.6) 
(42.4—52.9) 
(44.7-—51.5) 
(41.4—54 
(38.2-—48 
(35.6-—41 


Minnesota 77.7 (73.8 82. (78.9-85.9) 
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The A1C (glycosylated hemoglobin) test determines a person's average blood glucose level for the 2-3 months before the test and helps determine how 
well a person's diabetes is being controlled over time 
Confidence interval 
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Editorial Note: This report is the first population-based 
assessment of the receipt of multiple preventive-care services 
among persons with diabetes. Although the percentage of per- 
sons with diabetes receiving individual preventive-care services 
(e.g., foot or eye examinations and A1C tests) in certain states 


is close to or above the national targets (75% for foot and eye 
o d 


examinations and 50% for A1C tests) (5), more than half of 


those with diabetes reported they had not received all three 
preventive-care services. This prevalence is low even among 
those with favorable characteristics (e.g., having health insur- 
ance coverage, receiving diabetes-management education, 
and being in high education or income groups). 

Possible barriers to not receiving all three recommended 
preventive-care services might include lack of awareness, 
inadequate health insurance coverage, and inability to make 
co-payments or visit specialists. Effective management of dia- 
betes requires persons with diabetes and health-care providers 
to be aware of the need for multiple preventive-care services 
and a multidisciplinary approach to care. Expansion of pre- 
ventive-care services available through health plans might be 
needed to improve the affordability and availability of mul- 
tiple services (6). However, further research is needed to 
increase understanding of individual, social, and environmental 
barriers to persons with diabetes receiving multiple preventive- 
care services. 

The findings in this report are subject to at least three limi- 
tations. First, persons living in long-term—care facilities or in 
households with no telephone or only a cellular telephone are 
not included in BRFSS surveys; thus, these results do not 
reflect the entire U.S. population. Second, BRFSS data are 
self-reported and subject to recall bias; further investigation is 
needed particularly to assess the reliability and validity of self- 
reports for foot examinations and AIC tests. Nonetheless, 
validation studies have indicated that self-reported diabetes 
and dilated eye examinations are accurate (7,8). Finally, only 
three of the preventive-care services recommended to persons 
with diabetes were evaluated; incorporating additional rec- 
ommended services (e.g., influenza and pneumococcal vacci- 
nation) likely would yield even lower prevalence of multiple 
preventive-care services. 

CDC supports 59 diabetes prevention and control programs, 
one in each state and territory, to 1) increase awareness about 
diabetes and diabetes management, 2) work with health sys- 
tems to improve the quality of diabetes care, 3) encourage 
early detection of diabetes and diabetes-related complications, 
and 4) monitor trends in the burden of diabetes and quality 
of care received by persons with diabetes. In addition, CDC 
partners with the Health Disparities Collaborative,* and CDC 


and the National Institutes of Health jointly sponsor the 


National Diabetes Education Program,’ which develops edu- 
cational tools and community-based interventions and estab- 
lishes public- and private-sector partnerships to improve 
diabetes prevention, treatment, and outcomes and to promote 
early detection. 
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Update: West Nile Virus Activity — 
United States, 2005 


This report summarizes West Nile virus (WNV) surveil- 
lance data reported to CDC through ArboNET as of 3 a.m. 
Mountain Standard Time, November 8, 2005. A total of 42 
states have reported 2,653 cases of human WNV illness in 
2005 (Figure and Table 1). By comparison, a total of 2,282 
WNV cases had been reported as of November 8, 2004 
(Table 2). A total of 1,405 (56%) of the 2,490 cases for which 
such data were available in 2005 occurred in males; the 
median age of patients was 51 years (range: 3 months—98 
years). Dates of illness onset ranged from January 2 to 
October 21; a total of 86 cases were fatal. 
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FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2005* 














*As of November 8, 2005 


\ coral of 381 presumptive West Nile viremic blood donors 
PVDs) have been reported to ArboNET during 2005. Of 
these, 88 were reported from California; 57 from Texas; 53 
from Nebraska; 22 trom Louisiana; 20 from Arizona; 19 from 
Kansas; 18 from lowa; 17 from South Dakota; 13 from Okla 
homa; 11 from Minnesota; 10 from Illinois; five each from 
Michigan, New Mexico, and North Dakota; four each from 
Alabama, Pennsylvania, and Utah; three each from Nevada 
ind Wisconsin; two each trom Colorado, Indiana, Maryland, 
Mississippi, Montana, and Ohio; and one each from | lorida 
Idaho, Kentucky, Missouri, New York, North Carolina, O1 
egon, and South Carolina. Of the 381 PVDs, three persons 
aged 53, 56, and 


' 
? years subsequently had neuroinvasive ill 


ness; seven persons median age: 41 vears |range: 17—64 years 


subsequently had other illnesses; and 84 persons (median age 


subsequently had West Nile 


+6 years |range: | S$ vears 

In addition, 4,227 dead corvids and 902 other dead birds 
with WNV infection have been reported from 45 states. WN\ 
infections have been reported in horses in 34 states; five dogs 
in Idaho, Minnesota, and Nebraska; six squirrels in Arizona; 
ind five unidentified animal species in four states (Arizona, 
Illinois, North Carolina, and Texas). WNV seroconversions 
have been reported in 1,534 sentinel chicken flocks from 16 


states. Eight seropositive sentinel birds have been reported in 


Michigan. One seropositive sentinel horse was reported in 


Minnesota. A total of 11,095 WN\ positive Mosquito pools 


have been reported from 43 states and the District of Columbia. 
Additional information about national WNYV activity is 
available from CDC at http://www.cdc.gov/ncidod/dvbid 


westnile/index.htm and at http: westnilemaps.usgs.gov. 


TABLE 1. Number of human cases of West Nile virus (WNV) 
illness reported, by state — United States, 2005* 


West Other 
Neuroinvasive' Nile clinical/ 
State disease’ fevers unspecified’ Total** 


Alabama 3 0 9 
Arizona 42 19 102 
Arkansas 15 26 
California 487 840 
Colorado 72 91 
Connecticut 2 6 
Delaware 1 0 2 
Florida 21 
Georgia 19 
Idaho 13 
Illinois 241 
Indiana 22 
lowa 36 
Kansas 17 
Kentucky 
Louisiana 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 

New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 

Utah 
Wisconsin 
Wyoming ) 
Total 1,088 1,397 168 2,653 
* As of November 8, 2005 

' Cases with neurologic manifestations (i.e., West Nile meningitis, West 

Nile encephalitis, and West Nile myelitis) 
Cases with no evidence of neuroinvasion 
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‘1! \lInesses for which sufficient clinical information was not provided 
** Total number of human cases of WNV illness reported to ArboNET by 
state and local health departments 


TABLE 2. Comparison of human cases and deaths from West 
Nile virus — United States, 2002-2005 


Year Human cases 





Deaths 
2002" 3,507 187 
2003" 
2004 
2005' 
* As of November 6, 2002 
As of November 5, 2003 
~ As of November 8, 2004 
As of November 8, 2005 
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Notice to Readers 





Fifth International Conference 
on Emerging Infectious Diseases 


CDC, the American Society for Microbiology, the Council 


of State and Territorial Epidemiologists, the Association of 


Public Health Laboratories, and the World Health Organiza- 
tion will cosponsor the Fifth International Conference on 
Emerging Infectious Diseases, March 19-22, 2006, at the 
Marriott Marquis Hotel in Adianta, Georgia. The conference 
will explore current research, surveillance, and prevention and 
control programs addressing all aspects of emerging infectious 


diseases. Attendance is limited to 2,500 participants. 


The conference will include general and plenary sessions, 


symposia, panels of speakers, oral and poster presentations, 


and exhibits. The deadline for submitting abstracts for pre- 


sentations is December 2, 2005. Abstracts should address new, 
reemerging, or drug-resistant infectious diseases that affect 
human health. The deadline for late-breaker abstracts is 
February 1, 2006. 

Information about abstract submission is available at hetp:// 
www. iceid.org/abstractsubmission.htm. Registration informa- 
tion is available at http://www.iceid.org and by e-mail at 


meetinginto@asmusa.org or thj0@cdc.gov. 





100 


QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Young Adults Aged 18-24 Years Who Never 
Smoked Cigarettes — United States, 1998-2004 





80 - 


Percentage 


65.3 64.5 64.8 65.8 64.7 68.6 69.4 
60 - 
40 - 
20 - 
0 Lesosh 








1998 1999 2000 


never smoked cigarettes. 





2001 2002 2003 2004 
Year 


The percentage of young adults aged 18-24 years who never smoked cigarettes increased in 2003 
and remained at this level during 2004. In 2004, approximately seven of every 10 young adults had 


SOURCE: National Health Interview Survey, 1998-2004. Available at http://www.cdc.gov/nchs/nhis.htm. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals November 5, 2005, with 
historical data 
CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A, acute 202 
Hepatitis B, acute 185 
Hepatitis C, acute 26 
Leqgionellosis 129 

Measles 4 
Meningococcal disease 30 


Mumps | 11 





r T T T T 


0.03125 0.0625 0.125 0.25 0.5 


Ratio (Log scale) 


r-— 


[__] Beyond historical limits 


* No rubella cases were reported for the current 4-week period yielding a ratio for week 44 of zero (0) 


' Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 
begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending November 5, 2005 (44th Week)* 
Cum. Cum. Cum. Cum. 
Disease 2005 2004 Disease 2005 2004 
Anthrax — Hemolytic uremic syndrome, postdiarrheal' 152 147 
Botulism HIV infection, pediatric" 181 322 
foodborne 12 Influenza-associated pediatric mortality'™** 44 — 
infant 69 3 Measles 64" 25 
other (wound & unspecified) 25 Mumps 232 
Brucellosis Plague 3 
Chancroid Poliomyelitis, paralytic 1 
Cholera } Psittacosis' 19 
Cyclosporiasis' 199 Q fever’ 
Diphtheria - Rabies, human 2 
Domestic arboviral diseases Rubella 
(neuroinvasive & non-neuroinvasive) - — Rubella, congenital syndrome 
California serogroup’ — SARS' ** 
eastern equine’ ~ Smallpox' 
Powassan' Staphylococcus aureus 
St. Louis’ Vancomycin-intermediate (VISA)' 
western equine’ - Vancomycin-resistant (VRSA)' — 
Ehrlichiosis Streptococcal toxic-shock syndrome’ 95 
human granulocytic (HGE)' 7 3 Tetanus 17 
human monocytic (HME)' Toxic-shock syndrome 84 
human, other and unspecified ' 63 Trichinellosis™ 16 
Hansen disease’ 86 Tularemia‘ 129 
Hantavirus pulmonary syndrome’ 21 19 Yellow fever a 


























—: No reported cases 

; Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 

. Not notifiable in all states 

~ Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update June 26, 2005 

;, Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases 

c<« Of 64 cases reported, 53 were indigenous and 11 were imported from another country. 

es Of 25 cases reported, eight were indigenous and 17 were imported from another country 
Formerly Trichinosis 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending November 5, 2005, and November 6, 2004 
(44th Week)* 





AIDS Chiamydiat Coccidioidomycosis Cryptosporidiosis 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. 

Reporting area 2004 2005 2004 2005 2004 2005 2004 

UNITED STATES 34,502 774,093 779,488 3,904 4,967 6,294 3,142 

NEW ENGLAND 1,129 26,634 25,519 - 301 

Maine 23 1,900 1,774 N N 25 

N.H 20 39 538 1,478 - 30 

Vt" 14 7 955 - - 35 

Mass 425 55 260 126 

RI 6 d 7 890 -— 11 

Conn 307 5 . 162 74 

MID. ATLANTIC 35 7.3 ‘ x 95,193 - 760 

Upstate N_Y. 837 9 9.138 f 362 

N.Y. City 4 7 9g 396 - - 16 

N.J { 5,50¢ 5,002 48 

Pa 31,657 234 

E.N. CENTRAL 9: 771 

Ohio 3 782 

Ind 5,765 

ll 505 

Mich 

Wis 

W.N. CENTRAL 

Minn 
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\0tifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
; Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
Chlamydia refers to genital infections caused by C. trachomatis 
« Updated monthly from reports to the Division of HIV/AIDS Prevention National Center for HIV, STD, and TB Prevention. Last update June 26, 2005 
Contains data reported through National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 5, 2005, and November 6, 2004 
(44th Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 
Shiga toxin positive, Shiga toxin positive, 
0157:H7 serogroup non-0157 not serogrouped Giardiasis Gonorrhea 


Cum. Cum. ‘ Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2004 2005 2004 2005 2004 2005 2004 


JNITED STATES 2,051 2,185 255 275 161 15,278 16,573 267,656 276,683 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 5, 2005, and November 6, 2004 
(44th Week)* 





Haemophilus influenzae, invasive 
All ages Age <5 years 


All serotypes Serotype b Non-serotype b Unknown serotype 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 


UNITED STATES 1,768 1,680 12 94 103 159 154 


NEW ENGLAND 141 159 - 10 : 1 
Maine 6 - - - _ 
N.H 8 
Vt 10 

66 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 5, 2005, and November 6, 2004 
(44th Week)* 








Hepatitis (viral, acute), by type 
B 





‘ ’ Cum. Cum. 
Reporting area 2005 2004 
UNITED STATES 4,647 5,011 


NEW ENGLAND 465 247 331 
Maine 16 5 
N.H 24 23 32 
Vt 5 6 
Mass 172 183 
RI y , 3 5 
Conn ‘ ) 2 100 
MID. ATLANTIC 654 
Upstate N.Y 92 80 71 
N.Y. City 25% 131 
N.J 1 187 
Pa C 265 
E.N. CENTRAL 330 442 469 
Ohio 7 d 98 
Ind $ 5. / 39 
il 9 37 71 
Mich 127 2 

Wis y 3 31 36 
W.N. CENTRAL 
Minn 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States. weeks ending November 5, 2005, and November 6, 2004 
(44th Week)* 





Legionellosis Listeriosis Lyme disease Malaria 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2C05 


UNITED STATES 1,644 1,740 665 622 18,010 16,213 1,061 
NEW ENGLAND 102 81 47 2,158 2,927 59 
Maine 182 29 

N.H 176 183 

Vt 41 47 

Mass 956 1,444 

R.1 32 187 

Conn 771 1,037 

MID. ATLANTIC 11,472 9,877 

Upstate N.Y 3,499 3,450 

N.Y. City - 333 

N.J 3,118 2,479 

Pa 4,855 3,615 

E.N. CENTRAL 1,321 1,266 

Ohio 66 47 

Ind 29 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 5, 2005, and November 6, 2004 
(44th Week)* 





Meningococcal disease 





Serogroup 
Ali serogroups A, C, Y, and W-135 Serogroup B Other serogroup Serogroup unknown 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 2004 
UNITED STATES 985 1,028 78 79 39 ~ 1 859 

NEW ENGLAND 56 63 1 6 
Maine 2 10 

N.H J 
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N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
* Incidence data for reporting years 2004 and 2005 are provisional and Cumulative (year-to-date) 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States. weeks ending November 5, 2005, and November 6, 2004 
(44th Week)* 





Rocky Mountain 
Pertussis Rabies, animal spotted fever Salmonellosis Shigellosis 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 2004 


UNITED STATES 17,362 5 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, 


(44th Week)’ 


weeks ending November 5, 2005, and November 6, 2004 





Reporting area 


Streptococcal disease, 
invasive, group A 


Streptococcus pneumoniae, invasive disease 





Drug resistant, 
all ages 


Age <5 years 


Syphilis 





Primary & secondary 


Congenital 








Cum Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





Cum. 


2004 





Cum. Cum. 
2005 2004 





NITED STATES 
NEW ENGLAND 


Maine 


MID. ATLANTIC 


I 
tate N.Y 
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Oreg 
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Amer. Samoa 
C.N.M.1 
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50 93 
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U: Unavailable 


No reported cases 


C.N.M.I 


N: Not notifiable Commonwealth of Northern Mariana Islands 
" Incidence data for reporting years 2004 and 2005 are provisional and Cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending November 5, 2005, and November 6, 2004 
(44th Week)* 





Varicella West Nile virus disease’ 
Tuberculosis Typhoid fever (chickenpox) Neuroinvasive Non-neuroinvasive’ 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 


UNITED STATES 9,741 11,113 228 280 20,152 23,661 — 1,132 
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N: Not notifiable U: Unavailable oO reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 


* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
+ r >] 
Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 


* Not previously notifiable 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending November 5, 2005 (44th Week) 





All causes, by age (years) 


All causes, by age (years) 








All 
Reporting Area Ages | >65 





Pal’ 
Total 


Reporting Area 





| ns 25-44 ual <1 








413 119 


88 41 
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Baitimore, Md 
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Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla 
Tampa, Fla 
Washington, D.C 
Wilmington, Del 
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Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Lexington, Ky 
Memphis, Tenn 
Mobile, Ala 
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Nashville, Tenn 
W.S. CENTRAL 
Austin, Tex 

Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Ft. Worth, Tex 
Houston, Tex 
Little Rock, Ark 
New Orleans, La.* 
San Antonio, Tex 
Shreveport, La 
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MOUNTAIN 
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Boise, Idaho 
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Denver, Colo 

Las Vegas, Nev 
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Phoenix, Ariz 
Pueblo, Colo 

Salt Lake City, Utah 
Ariz 
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Tucson 


PACIFIC 
Berkeley, Calif 
Fresno, Calif 
Glendale, Calif 
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Long Beach, Calif 
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Spokane, Wash 
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U: Unavailable No reported cases 


“Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of 
filed. Fetal deaths are not included 


yecurrence and by the week that the death certificate was 
Pneumonia and influenza 


>100,000 


A death is 


reported by the place of its 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
‘Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 
** Total includes unknown ages 
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